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Background.—Documenting the gap between what is occurring in clinical practice and what
published research suggests is an important step toward improving care. This study quantified
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concordance between clinical practice and published evidence across preventive, diagnostic and
treatment procedures among a sample of dentists in the National Dental Practice-Based Research
Network.
Methods.—Network dentists completed one questionnaire about their demographic
characteristics and another about how they treat patients across 12 scenarios/clinical practice
behaviors. Responses to each clinical practice were coded as consistent (i.e., ‘1’) or inconsistent
(i.e., ‘0’) with published evidence, summed, and divided by the number of all non-missing to
create an overall ‘concordance’ score, calculated as the mean percent of responses that were
consistent with published evidence.
Results.—Analyses were limited to participants in the United States (N = 591). Mean
concordance at the practitioner level was 62% (SD = 18); procedure-specific concordance ranged
from 8-100%. Affiliation with a large group practice, being a female practitioner, and receiving a
dental degree before 1990 were independently associated with high concordance (≥75%).
Conclusions.—Dentists reported a medium-range concordance between practice and evidence.
Clinical Implications.—Efforts to bring research findings into routine practice are needed.
Keywords
Clinical practice; evidence-based dentistry; dentistry; implementation science
BACKGROUND
Rigorous research findings provide the foundation for many clinical practice guidelines
developed to improve care processes and improve patient outcomes. Although additional
empirical evidence is needed to guide many areas of dentistry, a substantial amount of
evidence already exists to support the use (or non-use) of specific materials, techniques, and/
or treatment across a range of preventive, diagnostic, and treatment procedures. These
include some of the most common issues faced by general dentists (e.g., caries diagnosis and
treatment; deep caries diagnosis and treatment; third molar extraction; restoration diagnosis
and treatment).1-11
Unfortunately, not all evidence-based recommendations are adopted in clinical practice
settings, reflecting a gap between what we know works (or doesn’t work) and what is
actually being done. Indeed, research suggests that dentists often do not engage in clinical
practice behaviors that are consistent with evidence-based guidelines, recommendations,
and/or published research findings. For example, in one study, only 69% of dental
practitioners reported performing caries risk assessment (CRA) on their patients12 despite
recommendations to include CRA for all patients.5,9,13 In another study, only 44% of
general dentists reported using a rubber dam for all root canal treatments.14 Several studies
found that dentists do not use sealants for caries prevention and treatment for adults or
children12,15,16 as often recommended by evidence-based guidelines.1,17
The majority of studies documenting the gap between clinical practice behavior and
evidence-based recommendations in dentistry, however, have focused on a single behavior
(e.g., CRA, rubber dam use, sealants); few—if any—have attempted to examine the gap
between practitioners’ clinical practice behavior and published evidence across a range of
preventive, treatment and diagnostic behaviors. Thus, the extent to which the gap between
clinical practice behaviors and empirical evidence exists across various preventive,
diagnostic, and treatment procedures remains unknown. Assessing practitioners’ use of
evidence in practice across several preventive, diagnostic and treatment procedures may be a
better indicator of their broader use of evidence in practice than their response to a single
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procedure. Moreover, relatively few studies have focused on identifying practitioner- and
organizational-level correlates of use (or non-use) of published evidence in routine practice.
Quantifying the gap between clinical practice behavior and published evidence-based
findings—and identifying practitioner- and organizational-level correlates of use (or non-
use) of published evidence—is a critical first-step toward understanding and improving
clinical practice behaviors and patient health outcomes.18
To address this gap in the literature, the current study quantified the concordance between
clinical practice and published evidence in the National Dental Practice-Based Research
Network, a consortium of dental practices and dental organizations focused on improving
the scientific basis for clinical decision-making.19 The network was funded in 2012 and
builds upon the former regional dental networks20 that existed from 2005-2012. The
network has a wide representation of practice types, treatment philosophies, and patient
populations, including diversity regarding race, ethnicity, geography and rural/urban area of
residence of both its practitioners and their patients. Analyses of these characteristics
confirm that network dentists have much in common with dentists at large21, while also
offering substantial diversity in these characteristics.22
Objectives of this study were to: (1) quantify the concordance between clinical practice and
published evidence available at the time of data collection across a range of preventive,
diagnosis, and treatment procedures and (2) test the hypothesis that certain practitioner- and
organizational-level factors are significantly associated with that concordance.
Methods
Study population
We conducted this study with dentists in the network. At the time of the survey discussed in
this report, the network comprised four main regions: Alabama/Mississippi (AL/MS),
Florida/Georgia (FL/GA), Minnesota (MN), which comprised practitioners in the Health
Partners Dental Group (HP) and other community practitioners, and Permanente Dental
Associates (PDA) in Oregon and Washington. An additional region in Scandinavia (i.e.,
Denmark, Norway, Sweden) is not included in this report given substantial differences in
practice patterns, insurance coverage, and reimbursement structures compared to the U.S.
Study design
This was a cross-sectional study, consisting of a single administration of a questionnaire
entitled “Impact of dental practice-based research networks on patient care” to all network
dental practitioners who had participated previously in one or more network studies of any
type, and who were in current practice with an active practice address. Data were collected
from 2009 to 2010. The study was approved by the Institutional Review Boards (IRBs) at
the University of Alabama at Birmingham and all of the network’s regional IRBs.
Measures
Enrollment Questionnaire—Upon initial enrollment in the network, dental practitioners
complete a 101-item Enrollment Questionnaire about their practice characteristics and
themselves. This questionnaire is publicly available and the distribution of these
characteristics for network dentists has been reported previously.21,22 Among other items,
this questionnaire includes practice location, type of practice, whether the dentist is a
generalist or specialist, year of graduation from dental school, and the dentist’s gender, race,
and Hispanic/Latino ethnicity.
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Practice Impact Questionnaire—A copy of the questionnaire can be found online at.
The questionnaire included 25 items and took approximately 30 minutes to complete. The
present study examined responses to 12 of the 25 questions for which there was sufficient
published evidence available to classify responses as consistent vs. inconsistent with
published evidence. A brief description of each item and categorization of the responses as
consistent or inconsistent with the evidence is noted below, corresponding to clinical area,
clinical question or scenario, and response options provided in Table 1.
Caries Diagnosis and Treatment: Five questions or scenarios were used to assess
participants’ practice regarding caries assessment and treatment. For question one,
participants were asked how often they used air drying to diagnose a primary caries lesion; a
response of 80% or higher was categorized as consistent with the evidence base, while a
response indicating anything less than 80% was categorized as inconsistent.23 For item two,
participants were asked if they assess caries risk for individual patients in any way; a
response of ‘Yes’ was categorized as consistent with the evidence base, while a response
indicating ‘No’ was categorized as inconsistent.24,25 For items three and four, respectively,
participants were shown two different clinical photographs of an unrestored occlusal surface
of a mandibular left first molar, together with a description of the patient and asked how
they would treat each one. For each question, a response of ‘Amalgam restoration,’
‘Composite restoration,’ or ‘Indirect restoration’ was coded as inconsistent with the
evidence, while any other response was coded as consistent.26 Finally, for item five,
participants were asked how often they used magnification to help diagnose caries lesions; a
response of ‘80% or higher’ was categorized as consistent with published evidence while a
response indicating anything less than 80% was categorized as inconsistent.27
Deep Caries Diagnosis and Treatment: Two items were used to assess deep caries
diagnosis and treatment. The first question asked participants to indicate what percentage of
the time they used three treatment options when treating a patient with deep occlusal caries
in the mandibular right first molar with a possible mild pulpitis. Response options indicating
that they would stop before removing all caries and perform an indirect pulp cap greater than
or equal to 25% of the time were categorized as consistent with the evidence; response
options less than 25% were categorized as inconsistent.28,29 For the second item,
participants were asked what they would do in a scenario involving excavation of the caries
in a lesion deeper than anticipated (in the same mandibular right first molar in the previous
scenario) and perhaps involving the mesio-buccal pulp horn. A response indicating that they
would, ‘Stop removing decay near the pulp horn and remove it elsewhere,’ was classified as
consistent with the evidence; other responses were classified as inconsistent.28,29
Third Molar Extraction: A single item was used to assess third molar extraction practice.
Participants who responded ‘No pediatric patients’ or ‘Cannot provide a meaningful
estimate’ were excluded (not applicable) for this question. Response options of, ‘I
recommend removal of third molars if they are asymptomatic but have a poor eruption path
(e.g., full/partial impaction), or do not appear to have sufficient space for eruption,’ and ‘I
recommend removal of third molars only if a patient presents with symptoms or pathology
associated with third molars’ were classified as consistent with the evidence; the other
response option (i.e., ‘I recommend removal of most third molars for preventive reasons’)
was classified as inconsistent.3,4,6,30-32 Participants were asked to indicate their philosophy
on third molar referrals.
Restoration Diagnosis and Treatment: Four items assessed restoration diagnosis and
treatment practices. For three of the questions, participants were shown a clinical
photograph of a tooth accompanied by a brief description of the patient and were asked to
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indicate what treatment they would provide from a list of 10 options. For all three questions,
the option to ‘Replace entire restoration’ was classified as inconsistent with published
evidence; all others were classified as consistent with published evidence.33 For the fourth
item, participants were shown five separate radiographs of the same tooth and asked to
indicate the lesion depth at which they would do a permanent restoration instead of only
doing preventive or non-surgical therapy. Response options corresponding with radiographs
3, 4, and 5 were classified as consistent with published evidence; radiographs 1 and 2 were
classified as inconsistent.11,25
Data collection
Questionnaires with a uniquely identified barcode were mailed in July 2009 to 1,013
enrolled dentists who had provided descriptive practice-level data, and who were either
general dentists, pediatric dentists, or indicated that they performed at least some restorative
dentistry. This included practitioners who enrolled by completing the online network
Enrollment Questionnaire but who were outside the network’s five main administrative
regions; most of these were in the southeastern region of the U.S. Reminders were sent 2-3
times to non-responders. Overall, 657 (64.8%) dentists completed the questionnaire between
July 2009 and February 2010; analyses for the present study were restricted to the 591 U.S.
dentists. To measure test-retest reliability, the questionnaire was completed twice by 18
network practitioners who completed the second questionnaire a mean (SD) of 63 (30) days
after the first questionnaire. The median value of the kappa statistic for these questions was
0.81, with an inter-quartile range of 0.55-0.94.
Data analysis
An overall “concordance” score was calculated as percent of ‘responses’ that were
consistent with published evidence. To examine concordance, we coded responses to each of
the 12 clinical procedures as consistent (i.e., ‘1’) or inconsistent (i.e., ‘0’) with published
evidence. Responses were then summed and divided by the number of all non-missing to
create an overall ‘concordance’ score, calculated as the percent of responses that were
consistent with the evidence, with a higher percentage indicating greater concordance
between clinical practice and published evidence. Practitioners were classified as ‘highly
concordant’ if their score was greater than or equal to 75%.
Two sets of analyses were conducted: one using a continuous measure of concordance as the
outcome (i.e., 0-100%) and the other using a dichotomous measure of concordance as the
outcome (i.e., <75% vs. ≥ 75%). Bivariate analysis was conducted to quantify associations
between concordance and practitioner gender, race/ethnicity, whether general or specialty
practice, year graduated, network administrative region, and whether or not the practitioner
belonged to either of two large group practices in the network (PDA and HP). The
continuous measure of percent concordance did not strictly satisfy the normality assumption
of one-way analysis of variance (ANOVA); however, the deviation was minor(slightly
skewed). Statistical significance was also assessed using rank statistics. Findings were
virtually identical with parametric and non-parametric tests. Because parametric tests are
more familiar and have a measure of variability (standard deviation [SD]), these are
presented in the results section. Chi-square tests were used for dichotomous measures of
high performers. Models were built using backwards elimination regression (linear and
logistic), all variables in Table 2 were entered, and retained if p<0.10. Analyses were then
repeated separately according to whether or not the dentist practiced in PDA or HP.
Sensitivity analyses were performed with stricter requirements for 3 of the 12 practices used:
requiring use of air drying and magnification 100% instead of 80% when diagnosing caries,
Norton et al. Page 5













and stop removing >50% (instead of 25%) of caries and perform indirect pulp cap. All
analyses were performed using SAS version 9.3.
Results
Participant characteristics
Participant characteristics are displayed in Table 2. Most participants were male (82%), non-
Hispanic White (89%), in general practice (95%), received their dental degree before 1990
(68%) and were from the southeastern U.S. (77.5%; AL, MS, FL, GA); 14% practiced in a
large group practice located in Oregon (PDA) or Minnesota (HP). These two large group
practices have higher proportions of females, non-Hispanic White practitioners and more
recent graduates (since 1990).
Concordance score
Descriptives of concordance scores (overall and by participant characteristics) are displayed
in Table 2. Mean procedure-specific concordance score was 62% (SD=18) [range: 8-100%];
median procedure-specific concordance score was 64% [interquartile range: 50-75%].
Distribution for concordance by specific clinical question or clinical scenario is displayed in
Table 3. Missing data on components of concordance were rare. Of the 591 practitioners,
507 (86%) had none missing, 72 (12%) were missing only one. There was a weak inverse
association with number missing and score: spearman r = −0.12, p=0.004. Only two
participants omitted a majority of responses, however these two were not responsible for the
weak inverse relationship, omitting these two: spearman r = −0.14, p=0.0008. Procedures for
which more than 80% of practitioners were concordant with published evidence were
assessing caries risk, non-invasive treatment of an unrestored occlusal surface of a
mandibular left first molar, and not extracting third molars solely for preventive reasons.
Procedures for which few practitioners were concordant with the evidence were indirect
pulp cap.
Dentist/practice characteristics and association with concordance
Table 2 displays bivariate results for the association between dentist/practice characteristics
and association with concordance. Using the continuous measure of concordance as the
outcome, females and practitioners from Oregon or Minnesota, or in terms of practice
setting, practitioners from PDA/HP, had higher scores than their counterparts in bivariate
analysis. In adjusted analysis, presented in Table 4, mean concordance was higher for
practicing in PDA/HP or not (p<0.001), for women (p=0.06), and for older graduates (before
1990; p=0.02).
Associations with high concordance were similar as with the continuous measure; namely,
in adjusted analysis, female gender and practicing in PDA/HP or not graduation before 1990
were significantly associated with high concordance.
In analysis stratified by whether practicing in PDA/HP or not (Table 4), the associations of
higher concordance for women and for graduates before 1990 were still present among non-
PDA/HP practitioners. In contrast, virtually no differences in concordance were present by
gender or graduation year within PDA/HP practitioners.
Analyses using the stricter requirement for concordance resulted in a slightly lower mean
concordance of 56%, but had virtually no difference in associations with gender, year
graduated or practice setting.
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The objectives of the present study were to examine the concordance between clinical
practice and published evidence across a range of preventive, diagnostic, and treatment
procedures, and identify practitioner- and organizational-level correlates associated with
high concordance. Among a sample of 591 dentists, mean concordance score across 12
clinical practices was 62% (SD = 18). Concordance was considerably higher among
practitioners in PDA/HP than those not (p<.001), moderately so for older graduates
(p=0.02), and slightly so for women (p=.06). Among non-PDA/HP practitioners, the
associations with gender and graduation year remained, while no associations were indicated
within PDA/HP practitioners. Findings were similar using a high performer categorization
as with using a continuous measure of concordance.
Although not optimal, concordance rates reported herein are similar to those found in
medicine. In a landmark study conducted by McGlynn and colleagues (2003), patients
received 54.9% of recommended care across 439 indicators of quality of care that included
30 acute and chronic conditions as well as preventive care.34 Similar rates of concordance
between recommended care and actual care received have been found across other health
conditions and care processes. It is worth noting, however, that differences in data collection
methods (i.e., medical chart abstraction/review vs. self-report survey) may limit head-to-
head comparisons between these studies conducted in medicine and the findings reported
herein for dentistry.35-37 Importantly, since the gap has been documented between
recommended and actual care, widespread effort has been made to better understand and
ultimately improve the quality of health care, perhaps providing an example for dentistry to
follow.
The data set from this study cannot provide definitive explanations for why PDA/HP group
practice setting and gender are associated with higher levels of concordance. Therefore, we
can only speculate and state that additional research is warranted to explain these findings.
Regarding the association with PDA/HP group practice, we do know that both of these
groups have formalized efforts and practitioner meetings that are designed to discuss the
latest clinical evidence and how it applies to routine clinical practice. It is possible that these
organizational efforts are effective at closing the research-to-practice gap for these groups of
practitioners. In addition, both PDA and HP create evidence-based guidelines on various
topics, and these guidelines are disseminated to staff. Regarding the association with gender,
female dentists were more likely to have high concordance with the evidence on the
dichotomous measure (i.e., ≥75%), even once other key factors were taken into account in
the same regressions (namely, year of graduation and PDA/HP group practice membership).
Earlier work from the network, which used a different questionnaire that was limited to
caries diagnosis and caries treatment, observed a similar finding; female dentists were more
likely to recommend at-home fluoride (compared to in-office fluoride, which was
recommended more often by male dentists) and chose preventive therapy more often at the
earlier stages of dental caries.38
Limitations of the present study should be noted. First, responses may be subject to social
desirability bias; it is possible that participants provided less-than-accurate responses
because they wanted to portray themselves in a way that would be perceived positively by
others (i.e., engaging in clinical behavior that is consistent with published evidence). This,
however, is not supported by the data, as many participants reported poor concordance
between clinical practice and published evidence, which one would not expect to see if
participants’ responses were influenced by social desirability bias. Second, data were
collected via self-report and were not validated by other methods (e.g., observational data or
chart abstraction). As with all self-report data, it is possible that participants’ responses may
Norton et al. Page 7













not accurately reflect their actual behavior; future work is needed to validate participants’
responses to clinical practice behavior for all of the procedures of interest in this report,
perhaps through the use of observational/ethnographic methods. Nonetheless, previous work
from the network has shown that depth at which a practitioner would intervene in proximal
caries, based on response to a questionnaire clinical scenario, is a valid predictor of actual
clinical behavior,39 as is whether a defective restoration should be repaired or replaced.40
Additionally, network practitioners who stated that they would intervene surgically early in
the caries process (for both occlusal caries and proximal caries) were also more likely to
report that they would replace entirely a restoration rather than repair it, which suggests a
consistency across a range of clinical restorative situations regarding the extent to which a
practitioner is surgically invasive.40 It is possible that some of the questions and/or case
scenarios were misinterpreted and/or perceived as too ambiguous by some participants,
resulting in lower concordance scores that would not actually be reflective of a gap between
practice and evidence. It is worth noting, however, that survey questions and case scenarios
were written by content experts, pilot tested with practitioners, and assessed for test-retest
reliability before being included in the final version of the survey in an effort to enhance
face validity and content validity. Our classification of each of the 12 preventive, diagnostic
and treatment scenarios and/or clinical procedures as consistent or inconsistent with
published evidence may spark debate since such assessment was based on the strongest
available published evidence and expert review at the time data from this study were
collected and not based on systematically-developed ratings of the strength of the evidence..
Nonetheless, results from both the continuous and dichotomous outcome measure of
concordance, as well as sensitivity analyses, suggest a substantive gap between clinical
practice and published findings. Finally, it is important to note that this study was unable to
assess how clinical expertise and patients’ needs and preferences played a role in
practitioners’ responses to the 12 preventive, diagnostic and treatment practices. Future
research is needed to better understand how the components of evidence-based dentistry
(namely, evidence, clinical expertise, and patients’ needs and preferences41) interact to
influence practitioners’ decision-making process and provision of care.
The often-lamented 17-year gap between published clinical evidence and actual application
in routine clinical practice is a problem described for many health professions.34,42-44
Documenting the gap between clinical practice and published research is an important, albeit
sometimes uncomfortable, first step toward being able to improve quality of care and patient
outcomes. Future research is needed to identify and better understand factors that contribute
to the discrepancy between clinical practice and published research. Possible drivers of this
gap may include limited access to peer-reviewed publications, lack of social normative
support, rigid organizational cultures, reimbursement schemes, and other factors identified
in other clinical health areas as barriers toward the timely and effective adoption of clinical
research findings.45-51 Importantly, this work can serve as the foundation for developing and
testing strategies to facilitate the systematic implementation of published evidence into
clinical dental practice in order to improve the profession and public oral health.52-55
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Table 1















1. Use of air drying to diagnose primary
caries lesion
<80% ≥80% or every time
2. Assess caries risk for individual patients in
any way
No Yes
3. Treatment of unrestored occlusal surface
of a mandibular left first molar that has
brown discoloration in some of the fissures






4. Treatment of unrestored occlusal surface
of a mandibular left first molar that has
brown discoloration in most of the fissures






5. Use of magnification to diagnose caries
lesions





6. Treatment options for patient with deep
occlusal caries in the mandibular right first
molar and possible mild pulpitis
Stop removing all caries
and
perform an indirect pulp
cap
<25% of the time
Stop removing all caries and
perform an indirect pulp cap
≥25% of the time
7. Treatment options for excavation of caries
deeper than anticipated for patient with
deep occlusal caries in the mandibular
right first molar and perhaps involving
mesio-buccal pulp horn
Continue and remove all
the
decay;
Temporize and treat or
refer
the tooth for endodontics
Stop removing decay near




8. Third molar referrals I recommend removal of
most third molars for
preventive reasons
I recommend removal of
third molars if they are
asymptomatic but have a
poor eruption path (e.g.,
full/partial impaction) or do
not appear to have sufficient
space for eruption;
I recommend removal of
third molars only if a patient











limited to) replace entire
restoration
Response included (but not
limited to) polish, re-surface,
or repair restoration but not
replace
10. Defective amalgam restoration Response included (but
not
limited to) replace entire
restoration
Response included (but not
limited to) polish, re-surface,
or repair restoration but not
replace




Radiograph #1 or 2
(lesion
in enamel only)
Radiographs #3, 4, or 5 (lesion
into dentin)




limited to) replace entire
restoration
Response included (but not
limited to) polish, re-surface,
or repair restoration but not
replace
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*
Brief statement or summary of the clinical scenario or question. For exact wording of each item and associated clinical photographs and
radiographs (as appropriate), visithttp://nationaldentalpbrn.org/peer-reviewed-publications.php (the specific file is at http://nationaldentalpbrn.org/
tyfoon/site/fckeditor/file/Concordance%20Questionnaire.pdf).
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Table 2
Characteristics of 591 participating dentists








ALL 591 100.0% 62 (± 18) 187 32%
Gender
 Male 487 83% 61 (± 18) 140 29%
 Female 103 18% 66 (± 20) 47 46%
  missing 1 p2=0.007 p3<0.001
Race/ethnicity
 Non-Hispanic 457 89% 62 (± 19) 149 33%
 White
 Other 56 11% 60 (± 20) 19 34%
  missing 78 p=0.4 p=0.8
General practice
 Yes 561 95% 62 (± 18) 179 32%




 1990 or later
 missing
401 68% 62 (± 18) 130 32%





 AL/MS 334 57% 57 (± 18) 79 24%
 FL/GA 125 21% 62 (± 18) 36 29%
 MN 47 8% 74 (± 16) 32 68%
 PDA 52 9% 77 (± 12) 34 65%
 US-Other*** 33 6% 62 (± 16) 6 18%
p<0.001 p<0.001
PDA/HP
 Yes 82 14% 77 (± 12) 55 67%
 No 509 86% 59 (± 18) 132 26%
p<0.001 p<0.001
**
AL/MS (Alabama/Mississippi); FL/GA: Florida/Georgia; MN: HealthPartners and private practitioners in Minnesota; PDA: Permanente Dental
Associates (WA and OR); US-Other: Participants outside the main regions.













Norton et al. Page 15
***
US-Other states: 17 in NC, 4 in SC, 4 in TN, 2 in NY, and one each in CA, CO, DE, ME NM, OH, PA, TX
1
Overall, and according to each practice/practitioner characteristic presented, the mean percent of the 12 indices that the practitioners’ responses
were consistent or ‘concordant’ with.
2
Significance of differences in mean percent concordant using t-test or ANOVA.
3
Significance of differences in proportions of practitioners classified as high-performers according to indicated
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Table 3
Percent in the sample who reported concordance by specific clinical question or clinical scenario




1 Air dry ≥80% of the time 373/588 63%
2 Assess caries risk on all patients 463/545 85%
3 Non-invasive treatment (occlusal 1) 515/586 88%
4 Non-invasive treatment (occlusal 2) 392/588 67%




6 Stop removing all deep occlusal caries and perform
indirect pulp cap ≥25% of the time
131/584 22%











9 Polish, resurface or restore but do not replace 246/589 42%
10 Polish, resurface or restore but do not replace 381/588 65%
11 Polish, resurface or restore but do not replace 388/582 67%
12 Depth for permanent restoration (proximal caries) 297/588 51%
*
Difference in denominator and 591 is number missing, ranges from 2 (#9, Polish, resurface or restore but do not replace ) to 46 (#2, Assess caries
risk on all patients).
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Table 4
Adjusted1 mean percent concordance and association with high performers according to practice/practitioner












Gender: Female vs. Male
PDA/HP: Yes vs. No


















Gender: Female vs. Male












Gender: Female vs. Male












Adjusted for characteristics listed.
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